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HOUSE . .. ... ... ...... No.412/

Text of an amendment recommended by the committee on Ways and Means to the Senate Bill
improving the quality of health care and reducing costs through increased transparency,
efficiency and innovation (Senate, No. 2270). May 30, 2012.

The Commontwealth of Massachusetts

In the Year Two Thousand Twelve

By striking out all after the enacting clause and inserting in place thereof the following:—

SECTION 1. Section 38C of chapter 3 of the General Laws, as appearing in the 2010 Official
Edition, is hereby amended by striking out, in lines 25, 29, 32, 37, 39, 49, 55 and 86, the words
“finance and policy” and inserting in place thereof in each case the following words:— cost and

quality

SECTION 2. Subsection (d) of said section 38C of saidchapter 3, as so appearing, is hereby

amended by striking out, in line 43, the words “health care quality and cost council”.

SECTION 3. Section 105 of chapter 6 of the General Laws, as amended by section 9 of chapter 3
of the acts of 2011, is hereby further amended by striking out the words “commissioner of health
care finance and policy” and inserting in place thereof the following words:— executive director

of the division of health care cost and quality.

SECTION 4. Section 16D of chapter 6A of the General Laws, as appearing in the 2010 Official

Edition, is hereby amended by striking out, in lines 20 and 21, the words “department of public
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health established by section 217 of chapter 111" and inserting in place thereof the following

words:— division of health care cost and quality established by section 65 of chapter 118G.

SECTION 5. Sections 16J to 16L, inclusive, of chapter 6Aof the General Laws, as appearing in

the 2010 Official Edition, are hereby repealed.

SECTION 6. Section 16M of chapter 6A, as appearing in the 2010 Official Edition, is hereby
amended by striking out, in lines 3 and 4, the words “commissioner of health care finance and
policy” and inserting in place thereof the following words:— executive director of the division of

health care cost and quality

SECTION 7. Said section 16M of said chapter 6A, as so appearing, is hereby further amended by
striking out, in lines 23 and 39, the words “finance and policy” and inserting in place thereof the

following words:— cost and quality

SECTION 8. Section 16N of said chapter 6A, as so appearing, is hereby amended by striking
out, in lines 5 and 6, the words “commissioner of health care finance and policy” and inserting in
place thereof the following words:— executive director of the division of health care cost and

quality.

SECTION 9. Subsection (a) of section 160 of said chapter 6A, as so appearing, is hereby

amended by striking out, in lines 12 through 14, the fifth sentence.

SECTION 10. Section 4R of chapter 7 of the General Laws, as inserted by section 15 of chapter
68 of the acts of 2011, is hereby amended by striking out in the third sentence of subsection (c)
the words “finance and policy” and inserting in place thereof the following words:— cost and

quality
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SECTION 11. Chapter 10 of the General Laws, as appearing in the 2010 Official Edition, is

hereby amended by adding after section 74 the following section:—

Section 75. (a) There shall be established and set upon the books of the commonwealth a
separate fund to be known as the Prevention and Wellness Trust Fund to be expended, without
further appropriation, by the department of public health. The fund shall consist of revenues
collected by the commonwealth including: (1) any revenue from appropriations or other monies
authorized by the general court and specifically designated to be credited to the fund; (2) any
fines and penalties allocated to the fund under the General Laws; (3) any gifts, grants and
donations to further community-based prevention activities; (4) any interest earned on such

revenues; and (5) any funds provided from other sources.

The commissioner of public health, as trustee, shall administer the fund. The
commissioner shall make expenditures from the fund consistent with subsections (d) and (e);
provided, that not more than 15 per cent of the amounts held in the fund in any 1 year shall be
used by the department for the combined cost of program administration, technical assistance to

grantees or program evaluation.

(b) Revenues deposited in the fund that are unexpended at the end of the fiscal year shall

not revert to the General Fund and shall be available for expenditure in the following fiscal year.

(c) All expenditures from the Prevention and Wellness Trust Fund shall support the
state’s efforts to meet the health care cost growth benchmark established in section 46 of chapter
118G and 1 or more of the following purposes: (i) reduce rates of the most prevalent and
preventable health conditions, including substance abuse; (ii) increase healthy behaviors; (iii)

increase the adoption of workplace-based wellness or health management programs that result in
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positive returns on investment for employees and employers; (iv) address health disparities; or

(v) develop a stronger evidence-base of effective prevention programming.

(d) The commissioner shall annually award not less than 75 per cent of the Prevention
and Wellness Trust Fund through a competitive grant process to municipalities, community-
based organizations, health care providers, regional-planning agencies, and health plans that
apply for the implementation, evaluation and dissemination of evidence-based community
preventive health activities. To be eligible to receive a grant under this subsection, a recipient
shall be: (i) a municipality or group of municipalities working in collaboration; (ii) a community-
based organization working in collaboration with 1 or more municipalities; (iii) a health care
provider or a health plan working in collaboration with 1 or more municipalities and a
community-based organization; or (iv) a regional planning agency. Expenditures from the fund
for such purposes shall supplement and not replace existing local, state, private or federal public

health-related funding.

(e) A grant proposal submitted under subsection (d) shall include, but not be limited to:
(i) a plan that defines specific goals for the reduction in preventable health conditions and health
care costs over a multi-year period; (ii) the evidence-based programs the applicant shall use to
meet the goals; (iii) a budget necessary to implement the plan, including a detailed description of
any funding or in-kind contributions the applicant or applicants will be providing in support of
the proposal; (iv) any other private funding or private sector participation the applicant
anticipates in support of the proposal; (v) a commitment to include women, racial and ethnic
minorities and low income individuals; and (vi) the anticipated number of individuals that would

be affected by implementation of the plan.
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Priority may be given to proposals in a geographic region of the state with a higher than
average prevalence of preventable health conditions, as determined by the commissioner of
public health. If no proposals were offered in areas of the state with particular need, the
department shall ask for a specific request for proposal for that specific region. If the
commissioner determines that no suitable proposals have been received, such that the specific
needs remain unmet, the department may work directly with municipalities or community-based

organizations to develop grant proposals.

The department of public health shall develop guidelines for an annual review of the
progress being made by each grantee. Each grantee shall participate in any evaluation or

accountability process implemented or authorized by the department.

(F) The commissioner of public health may annually expend not more than 10 per cent of
the Prevention and Wellness Trust Fund to support the increased adoption of workplace-based
wellness or health management programming. The department of public health shall expend
such funds for activities including, but not limited to: (i) developing and distributing
informational tool-kits for employers, including distributing a model wellness guide developed
by the division of insurance; (ii) providing technical assistance to employers implementing
wellness programs; (iii) hosting informational forums for employers; (iv) promoting awareness
of wellness tax credits provided through the state and federal government, including the wellness
subsidy provided by the commonwealth health connector authority; and (v) public information
campaigns that quantify the importance of healthy lifestyles, disease prevention, care

management and health promotion programs.
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The department of public health shall develop guidelines to annually review progress
toward increasing the adoption of workplace-based wellness or health management

programming.

(9) The department of public health shall, annually on or before January 31, report on
expenditures from the Prevention and Wellness Trust Fund. The report shall include, but not be
limited to: (i) the revenue credited to the fund; (ii) the amount of fund expenditures attributable
to the administrative costs of the department of public health; (iii) an itemized list of the funds
expended through the competitive grant process and a description of the grantee activities; and
(iv) the results of an evaluation of the effectiveness of the activities funded through grants. The
report shall be provided to the chairs of the house and senate committees on ways and means and
the joint committee on public health and shall be posted on the department of public health’s

website.

(h) The department of public health shall annually report on its strategy for
administration and allocation of the fund, including relevant evaluation criteria. The report shall
set forth the rationale for such strategy, including, but not limited to: (i) a list of the most
prevalent preventable health conditions in the commonwealth, including health disparities
experienced by populations based on race, ethnicity, gender, disability status, sexual orientation
or socio-economic status; (ii) a list of the most costly preventable health conditions in the
commonwealth; (iii) a list of evidence-based or promising community-based programs related to
the conditions identified in clauses (i) and (ii); and (iv) a list of evidence-based workplace
wellness programs or health management programs related to the conditions in clauses (i) and
(if). The report shall recommend specific areas of focus for allocation of funds. If appropriate,

the report shall reference goals and best practices established by the National Prevention and
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Public Health Promotion Council and the Centers for Disease Control and Prevention, including,
but not limited to, the national prevention strategy, the healthy people report and the community

prevention guide.

(1) The department of public health may promulgate regulations to carry out this section.

SECTION 12. Chapter 12 of the General Laws, as appearing in the 2010 Official Edition, is

hereby amended by inserting after section 11L the following section:—

Section 11M. As used in this section, all terms shall have the meanings assigned by section 1 of

chapter 118G.

The attorney general shall:

(a) monitor trends in the health care market during the reorganization of the health care system
including, but not limited to, trends in accountable care organization size and composition,

consolidation in the accountable car organization, hereinafter referred to as ACO, and provider
markets, payer contracting trends, impact on patient selection of provider and ACO, and other

market effects of the transition from fee-for-service forms of payment.

(b) in consultation with the division of health care cost and quality, take appropriate action to
prevent excess consolidation or collusion of providers, ACOs, or payers and to remedy these or

other related anti-competitive dynamics in the health care market;

(c) evaluate the need of the commonwealth to obtain waivers from certain provisions of federal
law including, from the federal office of the inspector general, a waiver of the provisions of, or

expansion of the “safe harbors” provided for under 42 U.S.C. section 1320a-7b; and a waiver of
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the provisions of 42 U.S.C. section 1395nn(a) to (e), and where the attorney general deems

necessary, provide assistance to support said efforts.

SECTION 13. Section 18 of chapter 15A of the General Laws, as appearing in the 2010 Official
Edition, is hereby amended by striking out, in lines 14, 17 and 36, the words “finance and

policy” and inserting, in each instance, in place thereof the following words:— cost and quality

SECTION 14. Section 7A of chapter 26 of the General Laws, as appearing in the 2010 Official

Edition, is hereby amended by inserting at the end, the following paragraph:—

The division shall create a model wellness guide for payers, employers and consumers. The
guide shall provide the following information: 1) the importance of healthy lifestyles, disease
prevention, and the benefits of care management and health promotion; 2) financial and other
incentives for participating in wellness programs; 3) an explanation of the use of technology to
provide wellness information and services; 4) the benefits of participating in tobacco cessation
programs, weight loss programs, and complying with disease management; 5) a description of
the discounts available to employees under the Affordable Care Act; and 6) the ability of payers
to reduce premiums by offering incentives to patients with chronic diseases or at high-risk of

hospitalization to better comply with prescribed drugs and follow up care.

In developing the model guide, the division shall consult with the department of public health
and health care stakeholders, including, but not limited to, employers, including representatives
of employers with 50 employees or more and representatives of employers with less than 50
employees, providers, both for profit and not for profit, health plans and public payers,

researchers, consumers, and government.
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SECTION 15. Section 8H of chapter 26 of the General Laws, as so appearing, is hereby
amended by striking out, in lines 60, 64, 71 and 72, and 74, the words “finance and policy” and

inserting in place thereof in each case the following words:— cost and quality

SECTION 16. Said section 8H of chapter 26, as so appearing, is hereby amended by striking
out, in lines 55 and 56, and 77 and 78, the words “uncompensated care pool under section 18”
and inserting in place thereof, in each case, the following words:— health safety net trust fund

under section 36

SECTION 17. Chapter 29 of the General Laws, as appearing in the 2010 Official Edition, is

hereby amended by inserting after section 2EEEE the following 2 sections:—

Section 2FFFF. (a)There is hereby established and set up on the books of the commonwealth a
separate fund to be known as the Health Care Workforce Trust Fund, hereinafter called the fund.
The fund shall be administered by the health care workforce center which may contract with any
appropriate entity to administer the fund or any portion therein. The purposes of the fund shall

include:

Q) making awards to health professionals for repayment assistance for medical or
nursing school loans pursuant to section 62 of chapter 118G, provided that in
administering the loan forgiveness grant program, a portion of funds therein shall be
granted to applicants performing terms of service in rural primary care sites that meet
the criteria of a medically underserved area as determined by the health care
workforce center;

(i) providing employment training opportunities, job placement, career ladder and

educational services for currently employed or unemployed health workers who are
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seeking new positions or responsibilities within the health care industry with a focus
on aligning training and education with industry needs, provided that the fund shall
support the distribution of grants to selected health systems, non-profit organizations,
labor unions, labor-industry partnerships and others;

(i) funding residency positions in primary care pursuant to section 64 of chapter 118G;
and

(iv)  funding rural health rotation programs, rural health clerkships, and rural health
preceptorships at medical and nursing schools to expose students to practicing in rural

and small town communities.

(b) There shall be credited to the fund all monies payable pursuant to (i) funds that are paid to the
health care workforce loan repayment program, established under section 62 of chapter 118G, as
a result of a breach of contract and private funds contributed from other sources; and (ii) any
revenue from appropriations or other monies authorized by the general court and specifically
designated to be credited to the fund, and any gifts, grants, private contributions, investment
income earned on the fund's assets and all other sources. Money remaining in the fund at the end

of a fiscal year shall not revert to the General Fund.

(c) The fund shall supplement and not replace existing publically-financed health care workforce

development programs.

(d) The health care workforce center shall promulgate regulations pursuant to the distribution of
monies from the fund to programs listed under subsection (a) and applicant eligibility criteria for

said funds.
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(e) The health care workforce center shall annually, not later than December 31, report to the
secretary of administration and finance, the house and senate committees on ways and means,
and the joint committee on health care financing regarding the revenues and distribution of

monies from the fund in the prior fiscal year.

Section 2GGGG. There is hereby established and set up on the books of the commonwealth a
separate fund to be known as the Distressed Hospital Trust Fund, which shall be administered by
the division of health care cost and quality. Expenditures from the Distressed Hospital Trust
Fund shall be dedicated to efforts to improve and enhance the ability of community hospitals to
serve populations in need more efficiently and effectively, including, but not limited to, the
ability to provide community-based care, clinical support and care coordination services,

improve health information technology, or other efforts to create effective coordination of care.

The division, in consultation with the Massachusetts Hospital Association, shall develop a
competitive grant process for awards to be distributed to distressed hospitals out of said fund.
The grant process consideration shall include, but not be limited to, the following factors: (1)
payer mix, (2) financial health and its financial needs in the context of being viable in the long
term, (3) geographic need, and (4) population need. In assessing financial health, the division
shall take into account day’s cash on hand, net working capital, earnings before depreciation and

amortization, and access to working capital.

SECTION 18. Section 1 of chapter 32 of the General Laws, as appearing in the 2010 Official
Edition, is hereby amended by inserting after the word “connector”, in line 216, the following
words:— , the division of health care cost and quality established under section 2 of chapter

118G
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SECTION 19. Section 2 of chapter 32A of the General Laws, as appearing in the 2010 Official
Edition, is hereby amended by inserting after the word “authority” the following words:— , the

division of health care cost and quality established under section 2 of chapter 118G

SECTION 20. Said chapter 32A of the General Laws, as so appearing, is hereby amended by

inserting after section 26 the following 3 sections:-

Section 27. Pursuant to section 50 of chapter 118G, not later than January 1, 2014 the
commission shall provide a toll-free number and website that enables consumers to request and
obtain from the commission in real time the maximum estimated amount the employee shall be
responsible to pay for a proposed admission, procedure or service that is a medically necessary
covered benefit, based on the information available to the commission at the time the request is
made, including any copayment, deductible, coinsurance or other out of pocket amount for any
health care benefits; and a consumer disclosure alerting the employee that these are estimated
costs, and that the actual amount the employee will be responsible to pay for a proposed

admission, procedure or service may vary.

Section 28. The commission shall attribute every employee to a primary care provider.

Section 29. Pursuant to section 50 of chapter 118G, the commission shall disclose patient-level
data including, but not limited to, health care service utilization, medical expenses,
demographics, and where services are being provided, to all providers in their network, provided
that data shall be limited to patients treated by that provider, in order to aid providers in

managing the care of their own patient panel.

SECTION 21. Chapter 32B of the General Laws, as appearing in the 2010 Official Edition, is

hereby amended by inserting after section 29 the following 3 sections:-



250

251

252

253

254

255

256

257

258

259

260

261

262

263

264

265

266

267

268

269

270

Section 30. Pursuant to section 50 of chapter 118G, not later than January 1, 2014, every
appropriate public authority which has accepted this chapter shall provide a toll-free number and
website that enables consumers to request and obtain from the public authority in real time the
maximum estimated amount the subscriber shall be responsible to pay for a proposed admission,
procedure or service that is a medically necessary covered benefit, based on the information
available to the public authority at the time the request is made, including any copayment,
deductible, coinsurance or other out of pocket amount for any health care benefits, and a
consumer disclosure alerting the subscriber that these are estimated costs, and that the actual
amount the subscriber will be responsible to pay for a proposed admission, procedure or service

may vary.

Section 31. Every appropriate public authority which has accepted this chapter shall attribute

every subscriber to a primary care provider.

Section 32. Pursuant to section 50 of chapter 118G, every appropriate public authority which has
accepted this chapter shall disclose patient-level data including, but not limited to, health care
service utilization, medical expenses, demographics, and where services are being provided, to
all providers in their network, provided that data shall be limited to patients treated by that

provider, so as to aid providers in managing the care of their own patient panel.

SECTION 22. Sections 6D to 6G of chapter 40J of the General Laws, as appearing in the 2010

Official Edition, are hereby repealed.

SECTION 23. Section 6 of chapter 62 of the General Laws, as amended by section 65 of chapter

68 of the acts of 2011, is hereby amended by inserting the following subsection:—
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(s) (1) An employer subject to tax under this chapter which participates in a wellness
program may take a credit against the excise imposed under this chapter in an amount equal to
25 per cent of the costs associated with implementing the program, with a maximum credit of

$10,000.

(2) The credit shall be allowed if the taxpayer provides the appropriate documentation.
The department of revenue, in consultation with the division of insurance and the department of
public health, shall promulgate regulations to determine the necessary filings from the taxpayer.
These filings shall include proof of using a wellness program qualified under section 206A of

chapter 111.

SECTION 24. Subsection (c) of section 8B of chapter 62C of the General Laws, as appearing in
the 2010 Official Edition, is hereby amended by striking out, in lines 28 and 29, the words
“finance and policy” and inserting in place thereof in each case the following words:— cost and

quality

SECTION 25. Section 1 of chapter 62D of the General Laws, as amended by section 13 of
chapter 142 of the acts of 2011, is hereby amended by striking out, in lines 9 and 10, the words
“finance and policy in the exercise of its duty to administer the uncompensated care pool” and
inserting in place thereof the following words:— cost and quality in the exercise of its duty to

administer the Health Safety Net Trust Fund.

SECTION 26. Said section 1 of chapter 62D, as so appearing, is hereby further amended by
striking out, in lines 30 through 35, the words “finance and policy on behalf of the
uncompensated care pool by a person or a guarantor of a person who received free care services

paid for in whole or in part by the uncompensated care pool or on whose behalf the
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uncompensated care pool paid for emergency bad debt, pursuant to subsection (m) of section 18
of chapter 118G” and inserting in place thereof the following words:— cost and quality, through
the health safety net office, on behalf of the Health Safety Net Trust Fund by a person or a
guarantor of a person who received free care services paid for in whole or in part by the Health

Safety Net Trust Fund

SECTION 27. Said section 1 of said chapter 62D, as so appearing, is hereby further amended by
striking out, in lines 49 and 50, the words “finance and policy” and inserting in place thereof the

following words:— cost and quality

SECTION 28. Section 8 of said chapter 62D, as so appearing, is hereby amended by striking out

the second paragraph.

SECTION 29. Section 10 of said chapter 62D, as so appearing, is hereby amended by striking
out, in lines 8 and 9, the words “the division of medical assistance, the corporation, the office of
the state comptroller, and the division of health care finance and policy” and inserting in place
thereof the following words:— the office of Medicaid, the corporation, the office of the state

comptroller, and the division of health care cost and quality

SECTION 30. Section 3 of chapter 62E of the General Laws, as appearing in the 2010 Official
Edition, is hereby amended by striking out, in lines 7 and 8, the words “finance and policy” and

inserting in place thereof the following words:— cost and quality

SECTION 31. Section 12 of said chapter 62E, as so appearing, is hereby amended by striking
out, in line 20, the words “finance and policy” and inserting in place thereof the following

words:—cost and quality.
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SECTION 32. Section 12 of said chapter 62E, as so appearing, is hereby amended by striking
out, in line 22, the words “sections 6B, 6C and 18B of chapter 118G” and inserting in place
thereof the following words:—sections 6B and 6C of chapter 118G and section 17 of chapter

176Q

SECTION 33. Chapter 63 of the General Laws, as amended by section 70 of chapter 68 of the

acts of 2011, , is hereby amended by inserting after section 38CC the following section:—

Section 38DD. (a) A corporation subject to tax under this chapter which participates in a
wellness program may take a credit against the excise imposed under this chapter in an amount
equal to 25 per cent of the costs associated with implementing the program, with a maximum

credit of $10,000.

(b) The credit shall be allowed if the taxpayer provides the appropriate documentation. The
department of revenue, in consultation with the division of insurance and the department of
public health, shall promulgate regulations to determine the necessary filings from the taxpayer.
These filings shall include proof of using a wellness program qualified under section 206A of

chapter 111.

SECTION 34. Section 1 of chapter 111 of the General Laws, as appearing in the 2010 Official

Edition, is hereby amended by inserting before the definition of “Board of health”, the following

definition:-

“Allowed amount”, the contractually agreed upon amount paid by a carrier to a health care

provider for health care services.
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SECTION 35. Said section 1 of chapter 111 of the General Laws, as so appearing, is hereby
amended by striking out, in line 38, the words “one hundred and seventy-six G” and inserting in
place thereof the following words:- 176G or within an accountable care organization licensed by

the division of health care cost and quality under chapter 118J.

SECTION 36. Section 4H of chapter 111 of the General Laws, as so appearing, is hereby
amended by striking out, in line 20, the words “finance and policy” and inserting in place thereof

the following words:— cost and quality

SECTION 37. Section 25B of said chapter 111, as so appearing, is hereby amended by striking
out, in line 24, the figure “$7,500,000” and inserting in place thereof the following figure:-

$10,000,000.

SECTION 38. Section 25B of said chapter 111, as so appearing, is hereby further amended by

inserting after the word “has”, in line 35, the following word:- been.

SECTION 39. Section 25B of said chapter 111, as so appearing, is hereby further amended by
striking out the figure “$25,000,000”, in line 43, and inserting in place thereof the following

figure:- $10,000,000

SECTION 40. Section 25B of said chapter 111, as so appearing, is hereby further amended by

striking out, in lines 47 and 48, the words “, institution for the care of unwed mothers”.

SECTION 41. Section 25B of said chapter 111, as so appearing, is hereby further amended by

striking out, in line 49, the words “, which is an infirmary maintained in a town”.



353 SECTION 42. Section 25B of said chapter 111, as so appearing, is hereby further amended by
354  striking out, in line 54, the words “mentally ill or retarded” and inserting in place thereof the

355  following words:- developmentally disabled or mentally ill.

356 SECTION 43. Section 25B of chapter said 111, as so appearing, is hereby further amended by
357  inserting after the word “basis”, in line 85, the following words:- whether provided in a free

358  standing ambulatory surgical center licensed as a clinic pursuant to section 51 or by a hospital.

359  SECTION 44. Section 25B of said chapter 111, as so appearing, is hereby further amended by
360  striking out the definition “Innovative service” and inserting in place thereof the following

361  definition:-

362  “Innovative service”, a service or procedure, which for reasons of quality, access, or cost is

363  determined to be innovative by the department.

364  SECTION 45. Section 25B of said chapter 111, as so appearing, is hereby further amended by
365  striking out the definition “New technology” and inserting in place thereof the following

366  definition:-

367  “New technology”, equipment such as magnetic resonance imagers and linear accelerators, as
368  defined by the department, or a service, as defined by the department, which for reasons of

369 quality, access or cost is determined to be new technology by the department.

370 SECTION 46. Section 25B of said chapter 111, as so appearing, is hereby further amended by
371  striking out, in lines 120 to121, the words “A new technology or innovate” and inserting in place

372  thereof the following words:- a new technology or innovative
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SECTION 47. Section 25B of said chapter 111, as so appearing, is hereby further amended by
inserting after the word “(b)”, in line 122, the following words:- for any acute hospital, any

increase in bed capacity of more than 4 beds, (c)

SECTION 48. Section 25B of said chapter 111, as so appearing, is hereby further amended by
striking out, in lines 150 to154, the last sentence of the definition of “Substantial change in
services” and inserting in place thereof the following sentence:- Notwithstanding any other
provisions to the contrary, the department may further define what constitutes a substantial
change in service in regulations, including, but not limited to, any changes in its provision of

ambulatory surgery services by any facility that provides ambulatory surgery.

SECTION 49. Section 25C of said chapter 111, as so appearing, is hereby further amended by
striking out, in lines 4 and 5, the words “or substantially change the service of such facility” and
inserting in place thereof the following words:- “, substantially change the service of such
facility, or transfer ownership of a facility that requires a determination of need as a condition of

initial licensure.

SECTION 50. Section 25C of said chapter 111, as so appearing, is hereby further amended by
striking out, in lines 20 and 118, the words “finance and policy” and inserting, in each instance,

in place thereof the following words:— cost and quality

SECTION 51. Section 25C of said chapter 111, as so appearing, is hereby further amended by
striking out, in lines 42 to 44, the words “, in any location other than a health care facility, as
such term is defined in section twenty-five B” and inserting in place thereof the following

words:- or as determined by the department.
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SECTION 52. Section 25C of said chapter 111, as so appearing, is hereby further amended by
striking out, in line 62, the words “magnetic resonance imaging equipment” and inserting in

place thereof the following words:- new technology

SECTION 53. Section 25C of said chapter 111, as so appearing, is hereby further amended by
striking out the fourth paragraph and inserting in place thereof the following paragraph:- No
person or agency of the commonwealth or any political subdivision thereof shall acquire for
location in other than a health care facility a unit of medical, diagnostic, or therapeutic
equipment, other than equipment used to provide an innovative service or which is a new
technology, as such terms are defined in section 25B, with a fair market value in excess of
$250,000 unless the person or agency notifies the department of the person’s or agency’s intent
to acquire such equipment and of the use that will be made of the equipment, provided however
maintenance or replacement of existing equipment defined as new technology shall not require a
review. Such notice shall be made in writing and shall be received by the department at least 30
days before contractual arrangements are entered into to acquire the equipment with respect to
which notice is given. A determination by the department of need therefor shall be required for
any such acquisition (i) if the notice required by this paragraph is not filed in accordance with the
requirements of this paragraph, and (ii) if the requirements for exemption under subsection (a) of
section 25C1/2; provided, however, that in no event shall any person who acquires a unit of new
technology for location other than in a health care facility refer or influence any referrals of
patients to said equipment, unless said person is a physician directly providing services with that
equipment; provided, however, that for the purposes of this section, no public advertisement

shall be deemed a referral or an influence of referrals; and provided, further, that any person who
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has an ownership interest in said equipment, whether direct or indirect, shall disclose said

interest to patients utilizing said equipment in a conspicuous manner.

SECTION 54. Section 25C of said chapter 111, as so appearing, is hereby further amended by
striking out paragraphs 5 through 7, inclusive, and inserting in place thereof the following 3

paragraphs:—

A determination of need shall be required for the acquisition of a hospital by any person, agency
of the commonwealth or political subdivision thereof. In making any such determination, the
department may consider the financial capacity of the prospective licensee to operate the hospital
in accordance with applicable laws, whether the transaction will create a significant effect on the
availability or accessibility of health care services to the affected communities, the ability of the
prospective owner to meet the additional requirements for licensure under section 51G as
determined by the department, and the applicant’s plan for the provision of community benefits,

including the identification and provision of essential health services.

The department, in making any determination of need, shall encourage appropriate allocation of
private and public health care resources and the development of alternative or substitute methods
of delivering health care services so that adequate health care services will be made reasonably
available to every person within the commonwealth at the lowest reasonable aggregate cost,

may impose terms and conditions as the department reasonably determines are necessary to
achieve the purposes and intent of this section, including, but not limited to, maintenance of
existing, or addition of new, services and may consider additional factors. The department may
also recognize the special needs and circumstances of projects that (1) are essential to the

conduct of research in basic biomedical or health care delivery areas or to the training of health
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care personnel, (2) are unlikely to result in any increase in the clinical bed capacity or outpatient
load capacity of the facility, and (3) are unlikely to cause an increase in the total patient care
charges of the facility to the public for health care services, supplies, and accommodations, as
such charges shall be defined from time to time in accordance with section 5 of chapter 409 of

the acts of 1976. Any determination of need shall be guided by the state health plan.

Applications for such determination shall be filed with the department, together with such other
forms and information as shall be prescribed by, or acceptable to, the department. A duplicate
copy of any application together with supporting documentation therefor, shall be a public record
and kept on file in the department. The department may require a public hearing on any
application. A reasonable fee, established by the department, shall be paid upon the filing of such
application; provided, that in no event shall such fee exceed one-fifth of 1 per cent of the capital
expenditures, if any, proposed by the applicant or 0.2 per cent of the acquisition costs of a

transfer of ownership.

SECTION 55. Said chapter 111, as so appearing, is hereby further amended by inserting after

section 25E the following section:—

Section 25EY. (a) There shall be in the department a division of health planning, in this section
called the division. The division shall develop a state health plan, and may amend the plan as

necessary.

(b) There shall be in the department a health planning council consisting of the commissioner or
a designee, the director of the office of Medicaid or a designee, the executive director of the
division of health care cost and quality or a designee, the secretary of health and human services

or a designee, the director of the division, and 3 members appointed by the governor, of whom at
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least 1 shall be a health economist; at least 1 shall have experience in health policy and planning,
and at least 1 shall have experience in health care market planning and service line analysis. The
health planning council shall advise the division and shall oversee and issue the state health plan

developed by the division.

(c) The state health plan developed by the division shall include at least the following: (1) an
inventory of current health care facilities that includes licensed beds, surgical capacity, numbers
of technologies or equipment defined as innovative services or new technologies by the
department, and all other services or supplies that are subject to determination of need, and (2) an
assessment of the need for every such service or supply on a state-wide or regional basis

including projections for such need for at least 5 years.

(d) The department shall issue guidelines, rules, or regulations consistent with the state health

plan for making determinations of need.

SECTION 56. Section 25G of said chapter 111, as so appearing, is hereby amended by inserting

at the end thereof the following sentence:—

Any violation of such provisions also shall constitute grounds to refuse to accept, review or
consider an application for a determination of need by the facility, its affiliates, including a
parent, subsidiary, umbrella organization or another facility in the same health system or
organization, or grounds for additional terms and conditions on any subsequent application for a
determination of need by the facility or its affiliates, including a parent, subsidiary, umbrella
organization or another facility in the same health system or organization for a minimum of 5

years.
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SECTION 57. Sections 25L to 25N, inclusive, of chapter 111 of the General Laws, as so

appearing, are hereby repealed.

SECTION 58. Section 25P of chapter 111 of the General Laws, as so appearing, is hereby

repealed.

SECTION 59. Section 51 of chapter 111 of the General Laws, as so appearing, is hereby
amended by striking out, in lines 36 and 46, the words “finance and policy” and inserting, in

each instance, in place thereof the following words:— cost and quality

SECTION 60. Section 51G of said chapter 111, as so appearing, is hereby amended by inserting
after the words “or services,”, in line 38, the following words:- conduct a public hearing on the

closure of said essential services or of the hospital. The department shall.

SECTION 61. Section 51G of said chapter 111, as so appearing, is hereby further amended by
striking out, in line 40, the word “area,” and inserting in place thereof the following words:- area

and shall.

SECTION 62. Section 51G of said chapter 111, as so appearing, is hereby further amended by
striking out, in line 41, the words “, and” and inserting in place thereof the following words:- . In

order to.

SECTION 63. Section 51G of said chapter 111, as so appearing, is hereby further amended by
inserting after the word “services”, in line 44, the following words:- , the department shall
require the hospital to continue providing the essential service unless the department finds that

such continuation would impose an undue financial burden on the hospital.
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SECTION 64. Section 51G of said chapter 111, as so appearing, is hereby further amended by
inserting after paragraph (6) the following paragraph:- (7) Any violation of the requirements
under this section also shall constitute grounds for refusing to grant or renew, modifying or
revoking the license of a health care facility or of any part thereof, grounds to refuse to accept,
review or consider an application for a determination of need by the facility, its affiliates,
including a parent, subsidiary, umbrella organization or another facility in the same health
system or organization, or grounds for additional terms and conditions on any subsequent
application for a determination of need by the facility or its affiliates, including a parent,
subsidiary, umbrella organization or another facility in the same health system or organization

for a minimum of 5 years.

SECTION 65. Section 51H of said chapter 111 of the General Laws, as so appearing, is hereby

amended by striking out subsection (c) and inserting in place thereof the following subsection:—

(c) The department, through interagency service agreements, shall transmit data collected under
this section to the Betsy Lehman center for patient safety and medical error reduction and the
division of health care cost and quality established under chapter 118G for publication on its
consumer health information website and for reporting quality data to providers. Any facility
failing to comply with this section may: (i) be fined up to $1,000 per day per violation; (ii) have
its license revoked or suspended by the department; or (iii) be fined up to $1,000 per day per

violation and have its license revoked or suspended by the department.

SECTION 66. Chapter 111 of the General Laws, as so appearing, is hereby amended by

inserting after section 51H the following new section:-

Section 511. (a) As used in this section, the following word shall have the following meaning: --
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“Facility”, any hospital, as defined in section 52, or clinic conducted by a hospital, as licensed
under section 51, which receives a separate on-site review survey by the Joint Commission on

the Accreditation of Healthcare Organizations.

(b) A facility that is either affiliated or owned by a system shall negotiate separate contracts by

facility with public and private payers.

(c) Each facility that is subject to this section that is within a larger system shall establish

separate negotiating teams.

(d) Every facility that is subject to this section shall establish a firewall mechanism that prevents
the separate contract negotiating teams from sharing any information that would inhibit them

from competing with each other and with other hospitals and physician practice groups.

(e) Contracts between a facility and carrier may not be contingent on entering into a contract

with another health care provider within a system.

(F) Contracts between a facility and carrier may not make the availability of any price or term for

a contract contingent on the carrier entering into a contract with another health care facility.

(g) Separate negotiations shall apply for both inpatient and outpatient services.

(h) The department and the office of the attorney general shall have the authority to enforce the

requirements of this section.

(i) A facility shall be exempt from the requirements of this section if the facility (1) has entered
into at least 1 alternative payment methodology contract, and (2) receives payment through an
alternative payment methodology for at least 50 per cent of the patients receiving primary care

services.



544

545

546

47

548

549

550

551

552

553

554

555

556

557

558

559

560

561

562

563

564

(j) Health care facilities shall negotiate under the requirements of this section at the time of

renewal or expiration of their current contracts with payers.

SECTION 67. Said chapter 111 of the General Laws, as so appearing, is hereby amended by

inserting after section 53G the following section:—

Section 53H. (a) There shall be a division of certification of physician organizations located

within the department.

(b) The division shall have the following powers and duties:

(1) to develop and administer a program for certification of physician organizations including,

but not limited to, establishing levels of certification;

(2) to make, adopt, amend, repeal, and enforce such rules and regulations consistent with law as
it deems necessary for the protection of public health, safety, and welfare and for the proper

administration and enforcement of its responsibilities;

(3) to collect reasonable fees established pursuant to section 3B of chapter 7 to support the

division’s operations and administration;

(4) to establish and implement, in consultation with the boards of professional licensure,
procedures for the review, investigation, resolution, or referral to the appropriate provider
licensing entity of complaints involving certified physician organizations, including appropriate
disciplinary actions available to the division in connection with complaint resolution, which may
include a fine, or suspension, revocation, or denial of a certificate, or a combination of the
foregoing, and to discipline certificate holders in accordance with procedures established by the

division that shall conform with chapter 30A and 801 CMR 1.01 et seq.;
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(5) to establish, in consultation with the boards of professional licensure, a standardized

electronic system for the public reporting of provider license information; and

(6) to perform such other functions and duties as may be required to carry out this section.

(c) A physician organization shall be defined as a group of physicians contracting as a single
entity rather than in their individual capacities unless the group consists of 9 physicians or fewer;
provided however, that any licensed entity including, but not limited to, hospitals and clinics that

directly employ physicians shall not be required to register as a physician organizations.

(d) No later than 30 days after an application has been filed, the division may require the

physician organization to provide additional information to complete or supplement the filing.

(e) Within 45 days of receipt of a complete application, the division shall complete its review of
the application and send written notice to the applicant, with a copy to the division of insurance,
explaining its decision to: (1) issue the certification as applied for; (2) issue the certification as
applied for but with conditions that restrict certain material changes without prior approval; (3)
issue a certification at a lower certification level than applied for; (4) reject the application for
failure to comply with the requirements of the application process, with instructions that the

application may be resubmitted within 10 days; or (5) deny the application.

(f) Any physician organization whose application has been rejected or denied, or who has been
issued a certificate with conditions or at a lower level than applied for, may request an
adjudicatory hearing pursuant to chapter 30A within 21 days of the division’s decision. The
division shall notify the attorney general and the division of insurance upon receipt of such
hearing request. Said hearing shall be conducted within 30 days of the division’s receipt of the

hearing request. The attorney general may intervene in a hearing under this subsection and may
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require the production of additional information or testimony. The commissioner shall issue a

written decision within 30 days of the conclusion of the hearing.

(9) A physician organization aggrieved by said written decision may, within 20 days of said
decision, file a petition for review in the Suffolk superior court. Review by the supreme judicial
court on the merits shall be limited to the record of the proceedings before the commissioner and

shall be based upon the standards set forth in paragraph (7) of section 14 of chapter 30A.

SECTION 68. Section 62M of chapter 111 of the General Laws, as so appearing, is hereby
amended by striking out, in line 13, the words “finance and policy” and inserting in place thereof

the following words:— cost and quality

SECTION 69. Section 67C of chapter 111 of the General Laws, as so appearing, is hereby
amended by striking out, in line 8, the words “finance and policy” and inserting in place thereof

the following words:— cost and quality

SECTION 70. Section 69H of chapter 111 of the General Laws, as so appearing, is hereby
amended by striking out, in line 3, the words “finance and policy” and inserting in place thereof

the following words:— cost and quality

SECTION 71. Section 72P of chapter 111 of the General Laws, as so appearing, is hereby
amended by striking out, in lines 20 and 21, the words “finance and policy” and inserting in

place thereof the following words:— cost and quality

SECTION 72. Section 72Q of chapter 111 of the General Laws, as so appearing, is hereby
amended by striking out, in line 3, the words “finance and policy” and inserting in place thereof

the following words:— cost and quality
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SECTION 73. Section 78 of chapter 111 of the General Laws, as so appearing, is hereby
amended by striking out, in line 20, the words “finance and policy” and inserting in place thereof

the following words:— cost and quality

SECTION 74. Section 78A of chapter 111 of the General Laws, as so appearing, is hereby
amended by striking out, in line 14, the words “finance and policy” and inserting in place thereof

the following words:— cost and quality

SECTION 75. Section 79 of chapter 111 of the General Laws, as so appearing, is hereby
amended by striking out, in line 9, the words “finance and policy” and inserting in place thereof

the following words:— cost and quality

SECTION 76. Section 80 of chapter 111 of the General Laws, as so appearing, is hereby
amended by striking out, in lines 5 and 6, the words “finance and policy” and inserting, in each

instance, in place thereof the following words:— cost and quality

SECTION 77. Section 82 of chapter 111 of the General Laws, as so appearing, is hereby
amended by striking out, in line 23, the words “finance and policy” and inserting in place thereof

the following words:— cost and quality

SECTION 78. Section 88 of chapter 111 of the General Laws, as so appearing, is hereby
amended by striking out, in line 16, the words “finance and policy” and inserting in place thereof

the following words:— cost and quality

SECTION 79. Section 116A of chapter 111 of the General Laws, as so appearing, is hereby
amended by striking out, in line 2, the words “finance and policy” and inserting in place thereof

the following words:— cost and quality
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SECTION 80. Chapter 111 of the General Laws, as so appearing, is hereby amended by

inserting after section 206 the following section:-

Section 206A. The commissioner shall provide a wellness seal of approval to a wellness program
that is actuarially equivalent to the programs defined in section 206. The commissioner, in
consultation with the commissioner of the department of revenue, shall create a form that

indicates an employer is using an approved wellness program.

SECTION 81. Section 217 of said chapter 111 of the General Laws, as so appearing, is hereby

repealed

SECTION 82. Said chapter 111 of the General Laws, as so appearing, is hereby amended by

inserting after section 224 the following 2 sections:—

Section 225. (a) Effective July 1, 2013, upon request by a patient or prospective patient, a health
care provider shall disclose the charges, and if available, the allowed amount, or where it is not
possible to quote a specific amount in advance due to the health care provider’s inability to
predict the specific treatment or diagnostic code, the estimated charges or estimated allowed

amount for a proposed admission, procedure or service.

(b) A health care provider referring a patient to another provider that is part of or represented by
the same provider organization as defined in section 53H shall disclose that the providers are part
of or represented by the same provider organization. As used in this section, “allowed amount”,
shall mean the contractually agreed upon amount paid by a carrier to a health care provider for

health care services provided to an insured.
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Section 226. (a) As used in this section, the following words shall, unless the context requires

otherwise, have the following meanings:—

“Hospital”, a hospital licensed under section 51, the teaching hospital of the University of
Massachusetts medical school, a licensed private or state-owned and state-operated general acute
care hospital, or an acute care unit within a state-operated facility; provided, however, that
“hospital” shall not include a licensed non-acute care hospital classified as an inpatient
rehabilitation facility, an inpatient substance abuse facility, or a long term care hospital by the

federal Centers for Medicare and Medicaid Services.

“Nurse”, a registered nurse licensed under section 74 of chapter 112 or a licensed practical nurse

licensed under section 74A of said chapter 112.

“Mandatory Overtime”, any hours worked by a nurse in a hospital setting to deliver patient care,
beyond the predetermined and regularly scheduled number of hours that the hospital and nurse
have agreed that the employee shall work, provided that in no case shall such predetermined and

regularly scheduled number of hours exceed 12 hours in any 24 hour period.

(b) Notwithstanding any general or special law to the contrary, a hospital shall not require a
nurse to work mandatory overtime except in the case of an emergency situation where the safety

of the patient requires its use and when there is no reasonable alternative.

(c) Pursuant to paragraph (b), whenever there is an emergency situation where the safety of a
patient requires its use and when there is no reasonable alternative, the facility shall, before
requiring mandatory overtime, make a good faith effort to have overtime covered on a voluntary
basis. Mandatory overtime shall not be used as a practice for providing appropriate staffing for

the level of patient care required.
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(d) The department of public health in consultation with the Massachusetts Nurses Association
and the Massachusetts Hospital Association, and other organizations, shall determine what
constitutes an “emergency situation.” The department shall solicit feedback through public
hearing. The department of public health on or before February 1, 2013 shall promulgate

regulations or guidelines to implement the findings of this section.

(e) Beginning April 15, 2013, hospitals shall report all instances of mandatory overtime, and the
circumstances requiring its use, to the department of public health. Such reports shall be public

documents.

(f) The department of public health on or before January 1, 2014 shall promulgate regulations to
establish a system to levy an administrative fine on any facility that violates this section or any
regulation issued under this section. The fine shall be not less than $100 and not greater than
$1,000 for each violation and fines collected shall be dedicated to the department of public
health’s statewide sexual assault nurse examiner program. Said regulations shall also establish an

independent appeals process for penalized entities.

(9) A nurse shall not be allowed to exceed 16 consecutive hours worked in a 24 hour period. In
the event a nurse works 16 consecutive hours, said nurse must be given at least 8 consecutive

hours of off-duty time immediately after the worked overtime.

(h) The provisions of this section are intended as a remedial measure to protect the public health
and the quality and safety of patient care, and shall not be construed to diminish or waive any
rights of the nurse pursuant to any other law, regulation, or collective bargaining agreement. The
refusal of an nurse to accept work in excess of the limitations set forth in this section shall not be

grounds for discrimination, dismissal, discharge or any other employment decision.
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(1) Nothing in this section shall be construed to limit, alter or modify the terms, conditions or
provisions of a collective bargaining agreement entered into by a hospital and a labor

organization.

SECTION 83. Section 10 of chapter 111K of the General Laws, as appearing in the 2010
Official Edition, is hereby amended by striking out, in lines 2 and 3, the words “finance and

policy” and inserting in place thereof the following words:— cost and quality

SECTION 84. Section 2 of chapter 112 of the General Laws, as appearing in the 2010 Official
Edition, is hereby amended by inserting the following after the second sentence of the first
paragraph:—The board shall require, as a standard of eligibility for licensure, that applicants
demonstrate proficiency in the use of computerized physician order entry, e-prescribing,
electronic health records and other forms of health information technology, as determined by the
board. As used in this section, proficiency, at a minimum shall mean that applicants demonstrate
the skills to comply with the “meaningful use” requirements, so-called, as set forth in 45 C.F.R.

Part 170.

SECTION 85. Said chapter 112 of the General Laws, as so appearing, is hereby amended by

inserting after section 2C, the following section:—

Section 2D. No physician shall enter into a contract or agreement, which creates or establishes a
partnership, employment or any other form of professional relationship that prohibits a physician
from providing testimony in an administrative or judicial hearing, including cases of medical

malpractice.
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SECTION 86. Section 9C of chapter 112 of the General Laws, as so appearing, is hereby
amended by striking the definition of “physician assistant” and inserting in place thereof the

following definition:-

“Physician assistant,” a person who is duly registered and licensed by the board.

SECTION 87. Section 9E of chapter 112 of the General Laws, as so appearing, is hereby
amended by striking out, in lines 5 and 6, the words “A registered physician shall supervise no

more than 4 physician assistants at any one time.”

SECTION 88. Said section 9E of chapter 112 of the General Laws, as so appearing, is hereby
amended by striking out, in lines 15 through 17, the words “Any prescription of medication

made by a physician assistant must include the name of the supervising physician.”

SECTION 89. Chapter 112 of the General Laws, as so appearing, is hereby amended by inserting

after section 80H the following section:—

Section 801. When a provision of law or rule requires a signature, certification, stamp,
verification, affidavit or endorsement by a physician, when relating to physical or mental health,
that requirement may be fulfilled by a nurse practitioner practicing under section 80B. Nothing
in this section shall be construed to expand the scope of practice of nurse practitioners. This
section shall not be construed to preclude the development of mutually agreed upon guidelines

between the nurse practitioner and supervising physician under section 80E of chapter 112.

SECTION 90. Chapter 118E of the General Laws is hereby amended by inserting after section

9E the following section:-

Section 9F. (a) As used in this section, the follow words shall have the following meanings:-
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“Dual eligible”, or “dually eligible person”, any person age 21 or older and under age 65 who is
enrolled in both Medicare and either MassHealth or CommonHealth; provided that the executive
office may include within the definition of dual eligible any person enrolled in MassHealth or
CommonHealth who also receives benefits under Title 11 of the Social Security Act on the basis
of disability and will be eligible for Medicare within 24 months, provided that the executive
office may limit eligibility to those who will be eligible for Medicare within a prescribed number

of months that is less than 24.

“Integrated care organization” or “ICO”, a comprehensive network of medical, health care and
long term services and supports providers that integrates all components of care, either directly
or through subcontracts and has been contracted with by the executive office of health and
human services and designated an 1CO to provide services to dually eligible individuals

pursuant to this section.

(b) Members of the MassHealth dual eligible pilot program on ICOs or any successor program
integrating care for dual eligible persons shall initially be provided an independent community
care coordinator by the ICO or successor organization, who shall be a participant in the
member’s care team. The member may direct the withdrawal or reinstatement of the independent
care coordinator at any time. The community care coordinator shall assist in the development of

a long term support and services care plan. The community care coordinator shall:

(1) participate in initial and ongoing assessments of the health and functional status of the
member, including determining appropriateness for long term care support and services, either in
the form of institutional or community-based care plans and related service packages necessary

to improve or maintain enrollee health and functional status;
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(2) arrange and, with the agreement of the care team, coordinate and authorize the
provision of appropriate institutional and community long term care and supports and services,
including assistance with the activities of daily living and instrumental activities of daily living,
housing, home-delivered meals, transportation, and under specific conditions or circumstances
established by the ICO or successor organization, authorize a range and amount of community-

based services; and

(3) monitor the appropriate provision and functional outcomes of community long term

care services, according to the service plan as deemed appropriate by the care team; and

track member satisfaction and the appropriate provision and functional outcomes of community

long term care services, according to the service plan as deemed appropriate by the care team.

(c) The ICO or successor organization shall not have a direct or indirect financial ownership
interest in an entity that serves as an independent care coordinator. Providers of institutional or
community based long term services and supports on a compensated basis shall not function as
an independent care coordinator, provided however that the secretary may grant a waiver of this
restriction upon a finding that public necessity and convenience require such a waiver. In the
case of a member in the program age 60 or older, the member shall be offered the option of the
services of an independent care coordinator as designated by the executive office of elder affairs
pursuant to the provisions of section 4B of chapter 19 A. For purposes of this section, an
organization compensated to provide only evaluation, assessment, coordination and fiscal

intermediary services shall not be considered a provider of long term services and supports.
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SECTION 91. Section 12 of chapter 118E of the General Laws, as appearing in the 2010 Official
Edition, is hereby amended by striking out, in line 12, the words “finance and policy” and

inserting in place thereof the following words:— cost and quality

SECTION 92. Section 13 of chapter 118E of the General Laws, as so appearing, is hereby
amended by striking out, in line 3, the words “finance and policy” and inserting in place thereof

the following words:— cost and quality

SECTION 93. Section 13B of chapter 118E of the General Laws, as so appearing, is hereby
amended by striking out, in lines 11 through 13, the words “the Massachusetts health care quality

and cost council established under section 16K of chapter 6A and”.

SECTION 94. Section 14 of chapter 118E of the General Laws, as so appearing, is hereby
amended by striking out, in lines 5 and 66, in each case, the words “finance and policy” and

inserting in place thereof the following words:— cost and quality

SECTION 95. Subsection (e) of section 22 of chapter 118E of the General Laws, as so

appearing, is hereby amended by striking out, in lines 44 and 45, the words “finance and policy”

and inserting in place thereof the following words:— cost and quality

SECTION 96. Chapter 118E of the General Laws, as so appearing, is hereby amended by adding

the following 8 sections:—

Section 63. In connection with the governor’s fiscal year 2015 budget recommendation, the
secretary of administration and finance and the director of Medicaid shall submit to the

legislature a plan to ensure greater predictability and stability in the rates paid by Medicaid to
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health care providers. The plan shall include the establishment of a Medicaid reserve fund or a

similar mechanism.

Section 63A. The office of Medicaid shall establish rates paid to providers at least 60 days prior

to the time such rates take effect.

Section 64. As of July 1, 2013, rates paid by Medicaid to acute care hospitals and to providers of
primary care services shall provide an additional 2 per cent bonus above other adjustments to the
annual rate calculations, including updates for inflation, case-mix adjustments, base year
updates, and any other improvements to the rate methodology;provided, however, that only those
hospitals and providers that have demonstrated to the satisfaction of the division of health care
cost and quality a significant transition to the use of alternative payment methodologies shall be
eligible for the 2 per cent bonus payment. The division of health care cost and quality shall
establish by regulation what constitutes a significant use of alternative payment methodologies
by a provider. The office of Medicaid shall not offset the 2 per cent bonus by reducing Medicaid

base rates to acute hospitals or providers of primary care.

Section 65. The office of Medicaid shall develop an accountable care organization and patient-
centered medical home innovation project that employs alternative payment methodologies
including, but not limited to, bundled payments, global payments, shared savings and other
innovative methods of paying for health care services. The office of Medicaid shall take actions
necessary to amend its managed care organization and primary care clinician contracts as
necessary to include such contracts in the innovation project. In developing the innovation
project that employes alternative payment methodologies, the office of Medicaid shall ensure

payment and quality metric alignment with existing accountable care demonstrations
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implemented by the Centers for Medicare and Medicaid Services. The office of Medicaid shall
consult with stakeholders including, but not limited to, the division of health care cost and
quality, hospitals or hospital associations, carriers or carrier associations, consumer groups,
physician or physician associations, and other health care providers on such projects and

alternative payment methodologies under this section.

Section 66. To the greatest extent possible, the office of Medicaid shall pay for health care using
the accountable care organization or patient-centered medical home model of delivering health

care Services.

In making the transition to ACOs and patient-centered medical homes, the office of Medicaid

shall achieve the following benchmarks to the maximum extent feasible:

Q) Not later than January 1, 2013, the office of Medicaid shall pay for health care based on
the ACO or medical home health care delivery model for no fewer than 25 per cent of its
enrollees that are not also covered by other health insurance coverage, including Medicare and

employer-sponsored or privately purchased insurance.

(i) Not later than January 1, 2014, the office of Medicaid shall pay for health care based on
the ACO or medical home health care delivery model for no fewer than 50 per cent of its
enrollees that are not also covered by other health insurance coverage, including Medicare and

employer-sponsored or privately purchased insurance.

(iii)  Not later than January 1, 2015, the office of Medicaid shall pay for health care based on
the ACO or medical home health care delivery model for no fewer than 80 per cent of its
enrollees that are not also covered by other health insurance coverage, including Medicare and

employer-sponsored or privately purchased insurance.



840

841

842

843

844

845

846

847

848

849

850

851

852

853

854

855

856

857

858

859

Section 67. To the extent that the office of Medicaid continues to pay acute care hospitals and
other providers on a fee-for-service basis, the office shall establish, in cases in which the office
believes it would enhance the health care quality and assist in achieving the state wide health

care cost growth targets under section 46 of chapter 118G, a shared savings payment program.

Section 68. MassHealth shall implement no later than July 1, 2013 the Express Lane re-
enrollment program for streamlined eligibility procedures to renew eligibility for parents with

children who are enrolled in the SNAP program.

Section 69. The office of medicaid and the commonwealth health insurance connector authority
shall, to the greatest extent possible, work to ensure that the same health care plans are offered
through MassHealth and Commonwealth Care so that persons transitioning between different
payers do not have to switch health plans. Persons deemed eligible for medical benefits pursuant
to section 9A of chapter 118E or section 2 of chapter 118H shall continue to be eligible for
assistance and remain enrolled in said programs for a period of 12 months, until the member’s
annual eligibility review, if the member would otherwise be determined ineligible due to excess

countable income but otherwise remain eligible.

Section 70. The office of Medicaid shall attribute every beneficiary to a primary care provider.

SECTION 97. Chapter 118G of the General Laws is hereby amended by striking out section 1,

as appearing in the 2010 Official Edition, and inserting in place thereof the following section:—

Section 1. As used in this chapter, the following words shall, unless the context clearly requires

otherwise, have the following meanings:—
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“Actual costs”, all direct and indirect costs incurred by a hospital or a community health center
in providing medically necessary care and treatment to its patients, determined in accordance

with generally accepted accounting principles.

“Acute hospital”, the teaching hospital of the University of Massachusetts Medical School and
any hospital licensed under section 51 of chapter 111 and which contains a majority of medical-

surgical, pediatric, obstetric, and maternity beds, as defined by the department of public health.

“Accountable care organization” or “ACO”, means an accountable care organization licensed

under chapter 118J.

“ACO participant”, a health care provider that either integrates or contracts with an ACO to

provide services to ACO patients.

“ACO patient”, an individual who chooses or is attributed to an ACO for medical and behavioral

health care, for whom such services are paid by the payer to the ACO.

“After-hours care”, services provided in the office during regularly scheduled evening,

weekend or holiday office hours, in addition to basic service.

“Allowed amount,” the contractually agreed upon amount paid by a payer to a health care

provider for health care services provided to an insured.

“Alternative payment contract”, an agreement between a payer and an ACO or other provider in
which reimbursement available under the agreement is pursuant to an alternative payment
methodology, as defined in this chapter, for services provided by an ACO or other provider. The
contract shall include at least some performance based quality measures with associated financial

rewards or penalties, or both.
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“Alternative payment methodologies or methods”, methods of payment defined in regulations
adopted by the division that compensate ACOs and other providers for the provision of health
care services, including, but not limited to, shared savings arrangements, shared risk
arrangements, bundled payments for acute care episodes, bundled payments for chronic diseases,
and global payments, as defined in regulations adopted by the division. Alternative payment
methodologies may include a risk adjustment for health status as defined in regulations adopted
by the division. No payment based solely on the fee-for-service methodology shall be considered
an alternative payment; provided, however, alternative payment methodologies may include fee-

for-service payments which are settled or reconciled with a global payment.

“Ambulatory surgical center”, any distinct entity that operates exclusively for the purpose of
providing surgical services to patients not requiring hospitalization and meets the requirements

of the federal Health Care Financing Administration for participation in the Medicare program.

“Ambulatory surgical center services”, services described for purposes of the Medicare program
pursuant to 42 USC section 1395k(a)(2)(F)(I). These services include facility services only and

do not include surgical procedures.

“Bad debt”, an account receivable based on services furnished to any patient which (i) is
regarded as uncollectable, following reasonable collection efforts consistent with regulations of
the division, which regulations shall allow third party payers to negotiate with hospitals to collect
the bad debt of its enrollees, (ii) is charged as a credit loss, (iii) is not the obligation of any

governmental unit or of the federal government or any agency thereof, and (iv) is not free care.
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“Bundled payment for acute care episode,” a single payment arrangement that pays for all the
services, including, but not limited to, phyisician, professional and hospital services, associated

with a clinically defined episode of care.

“Bundled payment for a chronic disease,” a single payment arrangement that pays for the care of
a chronic disease including, but not limited to, all physician, professional, hospital services

related to that condition for a specified period of time.

“Case mix”, the description and categorization of a hospital’s patient population according to
criteria approved by the division including, but not limited to, primary and secondary diagnoses,

primary and secondary procedures, illness severity, patient age and source of payment.

“Charge”, the uniform price for specific services within a revenue center of a hospital.

“Child”, a person who is under 18 years of age.

“Community health centers”, health centers operating in conformance with the requirements of
Section 330 of United States Public Law 95-626 and shall include all community health centers

which file cost reports as requested by the division.

“Comprehensive cancer center”, the hospital of any institution so designated by the national
cancer institute under the authority of 42 USC sections 408(a) and 408(b) organized solely for
the treatment of cancer, and offered exemption from the medicare diagnosis related group

payment system under 42 C.F.R. 405.475(f).

“Dependent”, the spouse and children of any employee if such persons would qualify for
dependent status under the Internal Revenue Code or for whom a support order could be granted

under chapters 208, 209 or 209C.
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“Disproportionate share hospital”, any acute hospital that exhibits a payer mix where a minimum
of 63 per cent of the acute hospital’s gross patient service revenue is attributable to Title XVIII

and Title X1X of the federal Social Security Act other government payors and free care.

“Division”, the division of health care cost and quality established by section 2.

“DRG”, a diagnosis related group, which is a patient classification scheme which provides a
means of relating the type of patients a hospital treats, such as its case mix, to the cost incurred

by the hospital.

“Eligible person”, a person who qualifies for financial assistance from a governmental unit in
meeting all or part of the cost of general health supplies, care or rehabilitative services and

accommodations.

“Emergency bad debt”, bad debt related to emergency services provided by an acute hospital to

an uninsured individual.

“Emergency medical condition”, a medical condition, whether physical or mental, manifesting
itself by symptoms of sufficient severity, including severe pain, that the absence of prompt
medical attention could reasonably be expected by a prudent layperson who possesses an average
knowledge of health and medicine, to result in placing the health of the person or another person
in serious jeopardy, serious impairment to body function, or serious dysfunction of any body
organ or part, or, with respect to a pregnant woman, as further defined in section 1867(e)(1)(B)

of the Social Security Act, 42 U.S.C. section 1395dd(e)(1)(B).

“Emergency services”, medically necessary health care services provided to an individual with

an emergency medical condition.
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“Employee”, a person who performs services primarily in the commonwealth for remuneration
for a commonwealth employer. A person who is self-employed shall not be deemed to be an

employee.

“Employer”, an employer as defined in section 1 of chapter 151A.

“Enrollee”, a person who becomes a member of an insurance program of the division either

individually or as a member of a family.

“Executive Director”, the executive director of the division of health care cost and quality.

“Executive office”, executive office of health and human services.

“Fee-for-service”, a payment mechanism in which all reimbursable health care activity is
described and categorized into discreet and separate units of service and each provider is

separately reimbursed for each discrete service rendered to a patient.

“Financial requirements”, a hospital’s requirement for revenue which shall include, but not be
limited to, reasonable operating, capital and working capital costs, the reasonable costs of
depreciation of plant and equipment and the reasonable costs associated with changes in medical

practice and technology.

“Fiscal year”, the 12 month period during which a hospital keeps its accounts and which ends in

the calendar year by which it is identified.

“Free care”, the following medically necessary services provided to individuals determined to be
financially unable to pay for their care, in whole or in part, pursuant to applicable regulations of
the division: (1) services provided by acute hospitals; (2) services provided by community health

centers; and (3) patients in situations of medical hardship in which major expenditures for health
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care have depleted or can reasonably be expected to deplete the financial resources of the
individual to the extent that medical services cannot be paid, as determined by regulations of the

division.

“General health supplies, care or rehabilitative services and accommodations”, all supplies, care
and services of medical, optometric, dental, surgical, podiatric, psychiatric, therapeutic,
diagnostic, rehabilitative, supportive or geriatric nature, including inpatient and outpatient
hospital care and services, and accommodations in hospitals, sanatoria, infirmaries, convalescent
and nursing homes, retirement homes, facilities established, licensed or approved pursuant to the
provisions of chapter 111B and providing services of a medical or health-related nature, and
similar institutions including those providing treatment, training, instruction and care of children
and adults; provided, however, that rehabilitative service shall include only rehabilitative
services of a medical or health-related nature which are eligible for reimbursement under the

provisions of Title XIX of the Social Security Act.

“Global payment,” a payment arrangement where spending targets are established for a
comprehensive set of heatlh care services for the care that a defined population of patients may
receive in a specified period of time. Global payments generally place providers at some
financial risk for both the occurrence of medical conditions as well as the management of those
conditions. Global payments must at a minimum include primary care in addition to other

comprehensive health care services as further defined by the division.

“Governmental mandate”, a state or federal statutory requirement, administrative rule,
regulation, assessment, executive order, judicial order or other governmental requirement that

directly or indirectly imposes an obligation and associated compliance cost upon a provider to
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take an action or to refrain from taking an action in order to fulfill the provider’s contractual duty

to a procuring governmental unit.

“Governmental unit”, the commonwealth, any department, agency board or commission of the

commonwealth, and any political subdivision of the commonwealth.

“Gross inpatient service revenue”, the total dollar amount of a hospital’s charges for inpatient

services rendered in a fiscal year.

“Gross patient service revenue”, the total dollar amount of a hospital’s charges for services

rendered in a fiscal year.

"Gross state product,” the total annual output of the Massachusetts economy as measured by the
U.S. Department of Commerce, Bureau of Economic Analysis, Gross Domestic Product by State

series.

“Growth rate of potential gross state product”, the long-run average growth rate of the

commonwealth’s economy, ignoring fluctuations due to the business cycle.

“Health benefit plan”, as defined in section 1 of chapter 176J.

“Health Care Provider”, a provider of medical or health services or any other person or
organization, including, but not limited to, an ACO, that furnishes, bills, or is paid for health care

service delivery in the normal course of business.

“Health care services”, supplies, care and services of medical, surgical, optometric, dental,
podiatric, chiropractic, psychiatric, therapeutic, diagnostic, preventative, rehabilitative,
supportive or geriatric nature including, but not limited to, inpatient and outpatient acute hospital

care and services; services provided by a community health center or by a sanatorium, as
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included in the definition of “hospital” in Title XVIII of the federal Social Security Act, and

treatment and care compatible with such services or by a health maintenance organization.

“Health insurance company”’, a company, as defined in section 1 of chapter 175, which engages

in the business of health insurance.

“Health insurance plan”, the medicare program or an individual or group contract or other plan
providing coverage of health care services and which is issued by a health insurance company, a

hospital service corporation, a medical service corporation or a health maintenance organization.

“Health maintenance organization”, a company which provides or arranges for the provision of
health care services to enrolled members in exchange primarily for a prepaid per capita or

aggregate fixed sum as further defined in section 1 of chapter 176G.

“Health status adjusted total medical expenses”, the total cost of care for the patient population
associated with a provider group based on allowed claims for all categories of medical expenses
and all non-claims related payments to providers, adjusted by health status, and expressed on a
per member per month basis, as calculated under section 6 and the regulations promulgated by

the commissioner.

“Hospital”, any hospital licensed under section 51 of chapter 111, the teaching hospital of the
University of Massachusetts Medical School and any psychiatric facility licensed under section

19 of chapter 19.

“Hospital agreement”, an agreement between a nonprofit hospital service corporation and the

hospital signatory thereto approved by the division under section 5 of chapter 176A.
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“Hospital service corporation”, a corporation established for the purpose of operating a nonprofit

hospital service plan as provided in chapter 176A.

“Managed health care plan”, a health insurance plan which provides or arranges for, supervises
and coordinates health care services to enrolled participants, including plans administered by

health maintenance organizations and preferred provider organizations.

“Medicaid program”, the medical assistance program administered by the division of medical
assistance pursuant to chapter 118E and in accordance with Title XIX of the Federal Social

Security Act or any successor statute.

“Medical assistance program”, the medicaid program, the Veterans Administration health and
hospital programs and any other medical assistance program operated by a governmental unit for

persons categorically eligible for such program.

“Medically necessary services”, medically necessary inpatient and outpatient services as
mandated under Title X1X of the Federal Social Security Act. Medically necessary services shall
not include: (1) non-medical services, such as social, educational and vocational services; (2)
cosmetic surgery; (3) canceled or missed appointments; (4) telephone conversations and
consultations; (5) court testimony; (6) research or the provision of experimental or unproven
procedures including, but not limited to, treatment related to sex-reassignment surgery, and pre-
surgery hormone therapy; and (7) the provision of whole blood; and provided, however, that
administrative and processing costs associated with the provision of blood and its derivatives

shall be payable.

“Medical service corporation”, a corporation established for the purpose of operating a nonprofit

medical service plan as provided in chapter 176B.
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“Medical spend”, the total cost of care for the patient population associated with a provider
group, based on allowed claims for all catagories of medical expenses and all non-claims related

payments to providers during a calendar year.

“Medicare program”, the medical insurance program established by Title XVIII of the Social

Security Act.

“Non-acute hospital”, any hospital which is not an acute hospital.

“Non-providing employer”, an employer of a state-funded employee, as defined in this section;

provided, however, that the term “non- providing employer” shall not include:—

(1) an employer who complies with chapter 151F for such employee;

(it) an employer that is signatory to or obligated under a negotiated, bona fide collective
bargaining agreement between such employer and bona fide employee representative which

agreement governs the employment conditions of such person receiving free care;

(iii) an employer who participates in the Insurance Partnership Program; or

(iv) an employer that employs not more than 10. For the purposes of this definition, an employer
shall not be considered to pay for or arrange for the purchase of health care services provided by
acute hospitals and ambulatory surgical centers by making or arranging for any payments to the

uncompensated care pool.

“Patient”, any natural person receiving health care services from a hospital.

“Patient-centered medical home”, a model of health care delivery designed to provide a patient

with a single point of coordination for all their health care, including primary, specialty, post-
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acute and chronic care, which is (a) patient-centered; (b) comprehensive, integrated and
continuous; and (c) delivered by a team of health care professionals to manage a patient’s care,

reduce fragmentation, and improve patient outcomes.

“Payer”, any entity, other than an individual, that pays providers for the provision of health care

services. It shall include both governmental and private entities, but excludes ERISA plans.

“Payments from non-providing employers”, all amounts paid to the Uncompensated Care Trust

Fund or the General Fund or any successor fund by non-providing employers.

“Pediatric hospital”, an acute care hospital which limits services primarily to children and which

qualifies as exempt from the Medicare Prospective Payment system regulations.

“Pediatric specialty unit”, a pediatric unit of an acute care hospital in which the ratio of licensed
pediatric beds to total licensed hospital beds as of July 1, 1994, exceeded 0.20. In calculating that
ratio, licensed pediatric beds shall include the total of all pediatric service beds, and the total of
all licensed hospital beds shall include the total of all licensed acute care hospital beds, consistent
with Medicare’s acute care hospital reimbursement methodology as put forth in the Provider

Reimbursement Manual Part 1, Section 2405.3G.

“Performance incentive payment” or “pay-for-performance”, an amount paid to a provider by a
payer for achieving certain quality measures as defined in this chapter. Performance incentive
payments shall comply with this chapter, regulations of the division, and the contract between a

provider and a payer.

“Performance penalty”, a reduction in the payments made by a payer to a provider for failing to

achieve certain quality measures as herein defined. Performance penalties and their
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implementation shall comply with this chapter, any regulations of the division, and the contract

between a provider and a payer.

“Physician”, a medical or osteopathic doctor licensed to practice medicine in the commonwealth.

“Primary care physician”, a physician who has a primary specialty designation of internal

medicine, general practice, family practice, pediatric practice or geriatric practice.

“Primary care provider”, a health care professional qualified to provide general medical care for
common health care problems, supervises, coordinates, prescribes, or otherwise provides or
proposes health care services, initiates referrals for specialist care, and maintains continuity of

care within the scope of practice.

“Private health care payer”, a carrier authorized to transact accident and health insurance under
chapter 175, a nonprofit hospital service corporation licensed under chapter 176A, a nonprofit
medical service corporation licensed under chapter 176B, a dental service corporation organized
under chapter 176E, an optometric service corporation organized under chapter 176F, a self-
insured plan, to the extent allowable under federal law governing health care provided by

employers to employees, or a health maintenance organization licensed under chapter 176G.

“Provider” or “health care provider”, a provider of medical or health services and any other
person or organization, including an ACO, that furnishes, bills, or is paid for health care service

delivery in the normal course of business.

“Physician organizations”, shall mean a physician organization certified under section 53H of

chapter 111.
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“Public health care payer”, the Medicaid program established in chapter 118E; any carrier or
other entity that contracts with the office of Medicaid or the commonwealth health insurance
connector to pay for or arrange the purchase of health care services on behalf of individuals
enrolled in health coverage programs under Titles XIX or XXI, or under the commonwealth care
health insurance program, including prepaid health plans subject to the provisions of section 28
of chapter 47 of the acts of 1997; the group insurance commission established under chapter

32A; and any city or town with a population of more than 60,000 that has adopted chapter 32B.

“Publicly aided patient”, a person who receives hospital care and services for which a

governmental unit is liable, in whole or in part, under a statutory program of public assistance.

“Public payer-dependent non-acute hospital”, any non-acute hospital that (1) was certified by the
Secretary of the United States Department of Health and Human Services as participating in the
federal medicare program pursuant to clause (iv) of 42 USC section 1395ww (d)(1)(B) on
January 1, 1996; (2) is not owned by the commonwealth; and (3) exhibits a payor mix in which a
minimum of 15 per cent of such hospital’s gross patient service revenue, as reported on the RSC-
403 for hospital fiscal year 1994, was attributable to Title XX of the federal Social Security Act.
Such term does not include a hospital that was reimbursed for services provided to individuals
entitled to medical assistance under chapter 118E for fiscal year 1996 pursuant to a contract

between the hospital and the division of medical assistance.

“Purchaser”, a natural person responsible for payment for health care services rendered by a

hospital.

“Quality measures”, the standard quality measure set as defined by the division in section 68.
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“Relative prices”, the contractually negotiated amounts paid to providers by each private and
public carrier for health care services, including non-claims related payments and expressed in
the aggregate relative to the payer’s network-wide average amount paid to providers, as

calculated under section 6 of chapter 118G and regulations promulgated by the commissioner.

“Revenue center”, a functioning unit of a hospital which provides distinctive services to a patient

for a charge.

“Resident”, a person living in the commonwealth, as defined by the division by regulation;
provided, however, that such regulation shall not define a resident as a person who moved into
the commonwealth for the sole purpose of securing health insurance under this chapter.
Confinement of a person in a nursing home, hospital or other medical institution shall not in and

of itself, suffice to qualify such person as a resident.

“Secretary”, the secretary of health and human services.

“Self-employed”, a person who, at common law, is not considered to be an employee and whose

primary source of income is derived from the pursuit of a bona fide business.

“Self-insurance health plan”, a plan which provides health benefits to the employees of a
business, which is not a health insurance plan, and in which the business is liable for the actual

costs of the health care services provided by the plan and administrative costs.

“Self-insured group”, a self-insured or self-funded employer group health plan.

“Small business”, a business in which the total number of full-time employees, when averaged

on an annual basis, does not exceed 50, including only of the self-employed.
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“Social service program”, a social, mental health, mental retardation, habilitative, rehabilitative,
substance abuse, residential care, adult or adolescent day care, vocational, employment and
training, or elder service program or accommodations, purchased by a governmental unit or
political subdivision of the executive office of health and human services, but excluding any
program, service or accommodation that: (a) is reimbursable under a Medicaid waiver granted
under section 1115 of Title X1 of the Social Security Act; or (b) is funded exclusively by a

federal grant.

“Social service program providers”, providers of social service programs in the commonwealth.

“Sole community provider”, any acute hospital which qualifies as a sole community provider
under medicare regulations or under regulations promulgated by the division, which regulations
shall consider factors including, but not limited to, such as isolated location, weather conditions,
travel conditions, percentage of Medicare, Medicaid and free care provided and the absence of
other reasonably accessible hospitals in the area. Such hospitals shall include those which are
located more than 25 miles from other such hospitals in the commonwealth and which provide

services for at least 60 per cent of their primary service area.

“Specialty hospital”, an acute hospital which qualifies for an exemption from the medicare
prospective payment system regulations or any acute hospital which limits its admissions to
patients under active diagnosis and treatment of eyes, ears, nose and throat or to children or

patients under obstetrical care.

“State-funded employee”, any employed person, or dependent of such person, who receives, on
more than 3 occasions during any hospital fiscal year, health services paid for as free care; or any

employed persons, or dependents of such persons, of a company that has 5 or more occurrences
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of health services paid for as free care by all employees in aggregate during any fiscal year. An
occurrence shall include all healthcare related services incurred during a single visit to a health

care professional.

“State institution”, any hospital, sanatorium, infirmary, clinic and other such facility owned,
operated or administered by the commonwealth, which furnishes general health supplies, care or

rehabilitative services and accommodations.

“Third party administrator”, an entity that administers payments for health care services on

behalf of a client in exchange for an administrative fee.

“Third party payer”, an entity including, but not limited to, Title XVIII and Title XIX programs,
other governmental payers, insurance companies, health maintenance organizations and
nonprofit hospital service corporations. Third party payer shall not include a purchaser
responsible for payment for health care services rendered by a hospital, either to the purchaser or

to the hospital.

“Title XIX,” Title XIX of the Social Security Act, 42 USC 1396 et seq., or any successor statute

enacted into federal law for the same purposes as Title XIX.

“Uninsured patient”, a patient who is not covered by a health insurance plan, a self-insurance

health plan, or a medical assistance program.

SECTION 98. Chapter 118G of the General Laws is hereby amended by striking out section 2,

as appearing in the 2010 Official Edition, and inserting in place thereof the following section:—
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Section 2. (a) There shall be in the executive office of health and human services, but not under
its control, a state agency known as the division of health care cost and quality, in this chapter

called the division.

(b) There shall be a board, with duties and powers established by this chapter, which shall govern
the division. The board shall consist of 9 members: the secretary of administration and finance,
ex officio; the secretary of health and human services, ex officio; 4 members appointed by the
governor, 1 of whom shall be a health care economist, 1 of whom shall be an expert in hospital
administration and finance, 1 of whom shall be an expert in the development and utilization of
innovative medical technologies and treatments for patient care, and 1 of whom shall be a
primary care provider licensed to practice in the commonwealth; and 3 members appointed by
the attorney general, 1 of whom shall be a practicing nurse licensed to practice in the
commonwealth, 1 of whom shall be an expert in health care administration and finance, and 1 of
whom shall be an expert in a health care consumer advocacy and privacy protection. The
governor shall designate the chairperson of the board. All appointments shall serve a term of 3
years, but a person appointed to fill a vacancy shall serve only for the unexpired term. An
appointed member of the board shall be eligible for reappointment. The board shall annually
elect 1 of its members to serve as vice-chairperson. Each member of the board serving ex officio

may appoint a designee under section 6A of chapter 30.

(c) Five members of the board shall constitute a quorum, and the affirmative vote of 5 members
of the board shall be necessary and sufficient for any action taken by the board. No vacancy in
the membership of the board shall impair the right of a quorum to exercise all the rights and
duties of the division. Members shall serve without pay, but shall be reimbursed for actual

expenses necessarily incurred in the performance of their duties.
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(d) Any action of the division may take effect immediately and need not be published or posted
unless otherwise provided by law. Meetings of the division shall be subject to sections 18
through 25, inclusive, of chapter 30A; but, said sections shall not apply to any meeting of
members of the division serving ex officio in the exercise of their duties as officers of the
commonwealth if no matters relating to the official business of the division are discussed and
decided at the meeting. The division shall be subject to all other provisions of said chapter 30A,
and records pertaining to the administration of the division shall be subject to section 42 of
chapter 30 and section 10 of chapter 66. All moneys of the division shall be considered to be
public funds for purposes of chapter 12A. Except as otherwise provided in this section, the

operations of the division shall be subject to chapter 268A and chapter 268B.

(e) The chairperson shall appoint an executive director. The executive director shall supervise the
administrative affairs and general management and operations of the division and also serve as
secretary of the division, ex officio. The executive director shall receive a salary commensurate
with the duties of the office. The executive director may appoint other officers and employees of
the division necessary to the functioning of the division. Sections 9A, 45, 46, and 46C of chapter
30, chapter 31 and chapter 150E shall not apply to the executive director or any other employees

of the division. The executive director shall, with the approval of the board:

(i) plan, direct, coordinate and execute administrative functions in conformity with the policies

and directives of the board:;

(i1) employ professional and clerical staff as necessary;

(iii) report to the board on all operations under their control and supervision;

(iv) prepare an annual budget and manage the administrative expenses of the division; and
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(v) undertake any other activities necessary to implement the powers and duties set forth in this

chapter.

(F) The members of the board shall be deemed to be directors for purposes of the fourth
paragraph of section 3. Chapter 268A shall apply to all board members except that the division
may purchase from, sell to, borrow from, contract with or otherwise deal with any organization
in which any board member is in anyway interested or involved; provided, however, that such
interest or involvement shall be disclosed in advance to the board and recorded in the minutes of
the proceedings of the board; and provided further, that no member shall be deemed to have
violated section 4 of said chapter 268A because of his receipt of his usual and regular
compensation from his employer during the time in which the member participates in the

activities of the board.

(9) The executive director shall appoint and may remove such agents and subordinate officers as
the executive director may deem necessary and may establish such subdivisions within the
division as he deems appropriate to fulfill the purposes set forth in this chapter, chapter 1181, and

chapter 118J.

The division shall adopt and amend rules and regulations, in accordance with chapter 30A, for
the administration of its duties and powers and to effectuate the provisions and purposes of this
chapter. Such regulations shall be adopted, after notice and hearing, only upon consultation with
representatives of nonprofit hospital service corporations established under chapter 176A,
elected representatives of health systems agencies designated pursuant to Title XV of the federal
public health service act, representatives of companies authorized to sell accident and health

insurance under chapter 175 and the Massachusetts Hospital Association.
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SECTION 99. Section 2A of chapter 118G of the General Laws, as so appearing, is hereby
amended by striking out the first sentence and inserting in place thereof the following

sentence:—

The secretary, in consultation with the division, shall establish rates of payment for health care

services.

SECTION 100. Chapter 118G of the General Laws is hereby further amended by striking out
section 3, as appearing in the 2010 Official Edition, and inserting in place thereof the following

section:-

Section 3. For the purposes set forth in this chapter, the board is authorized and empowered as

follows:

(a) to develop a plan of operation for the division. The plan of operation shall include, but not be

limited to:

(1) implementation of procedures for operations of the division; and

(2) implementation of procedures for communications with the executive director.

(b) to make, amend and repeal rules and regulations for the management of its affairs.

(c) to make contracts and execute all instruments necessary or convenient for the carrying on of

its business.

(d) to acquire, own, hold, dispose of, and encumber personal property and to lease real property

in the exercise of its powers and the performance of its duties.
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(e) to seek and receive any grant funding from the federal government, departments or agencies

of the commonwealth, and private foundations.

(F) to enter into and execute instruments in connection with agreements or transactions with any
federal, state or municipal agency or other public institution or with any private individual,
partnership, firm, corporation, association or other entity, including contracts with professional

service firms as may be necessary in its judgment, and to fix their compensation.

(9) to maintain a prudent level of reserve funds to protect the solvency of any trust funds under

the operation and control of the division.

(h) to enter into interdepartmental agreements with any other state agencies the board deems

necessary to implement the provisions of this chapter.

SECTION 101. Chapter 118G of the General Laws, as so appearing, is hereby amended by

inserting after section 3 the following 2 sections:—

Section 3A. (a) The division shall work with other state agencies including, but not limited to,
the department of public health, the department of mental health, the division of medical
assistance and the division of insurance to collect and publish data concerning the cost of health
insurance in the commonwealth and the health status of individuals, hold annual hearings
concerning health care provider and payer costs and cost trends, and to provide an analysis of
health care spending trends with recommendations for strategies to promote an efficient health
delivery system. The division shall make available actual costs of health care services, as

supplied by each provider, to the general public in the manner specified in section 59.
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(b) The division shall have the power to design and to revise, consistent with this chapter, a basic
schedule of health care services that enrollees in any health insurance program implemented by
the division shall be eligible to receive. Such covered services shall include those which typically
are included in employer-sponsored health benefit plans in the commonwealth. The division may
promulgate schedules of covered health care services which differ from the basic schedule and
which apply to specific classes of enrollees. The division may promulgate a schedule of premium
contributions, co-payments, co-insurance, and deductibles for said programs, including reduced
premiums based on a sliding fee, and other fees and revise them from time to time, subject to the
approval of the division of insurance; and provided, however, that such schedule shall provide
for such enrollees to pay 100 per cent of such premium contributions if their income
substantially exceeds the non-farm poverty guidelines of the United States office of management

and budget.

(c) The division shall adopt and amend rules and regulations, in accordance with chapter 30A,
for the administration of its duties and powers and to effectuate the provisions and purposes of
this chapter. Such regulations shall be adopted, after notice and hearing, only upon consultation
with representatives of nonprofit hospital service corporations established under chapter 176A,
elected representatives of health systems agencies designated pursuant to Title XV of the federal
public health service act, representatives of companies authorized to sell accident and health

insurance under chapter 175 and the Massachusetts Hospital Association.

Section 3B. The division shall implement the reform of the health care delivery and payment
system in the commonwealth in accordance with this chapter. The board shall (i) monitor the
establishment of ACOs; (ii) monitor the development of patient-centered medical homes; (iii)

monitor the adoption of alternative payment methodologies and health care delivery systems by
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providers; and (iv) ensure the consistent and effective use by providers of quality measures to
promote patient-centered, timely, high-quality and safe care for individuals in the

commonwealth.

SECTION 102. Section 4 of chapter 118G of the General Laws, as so appearing, is hereby
amended by striking out, in line 1, the word “commissioner” and inserting in place thereof the

following words:— executive director

SECTION 103. Section 5 of chapter 118G of the General Laws, as so appearing, is hereby

repealed.

SECTION 104. Section 6 of chapter 118G of the General Laws, as so appearing, is hereby
amended by striking out the first sentence and inserting in place thereof the following

sentence:—

The division may promulgate such regulations as necessary to ensure the uniform reporting of
revenues, charges, costs, and utilization of health care services and other such data as the
division may require of institutional providers and their parent organizations and any other
affiliated entities, non-institutional providers including, but not limited to, physician group and
physician organization entities, and ACOs; provided that physicians in contracting units of not

more than 9 physicians shall be exempt from said reporting.

SECTION 105. Section 6 of chapter 118G of the General Laws, as so appearing, is hereby
further amended by inserting after the words “provider group,”, in line 52 and 75 and 76,the
following words:— , accountable care organization, as defined in chapter 118J, physician

organization, as defined in section 53H of chapter 111,
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SECTION 106. Section 6 of chapter 118G of the General Laws, as so appearing, is hereby
further amended by inserting after the word “hospital”, in lines 54 and 77, the following

words:—

, accountable care organization, as defined in chapter 118J, physician organization, as defined in

section 53H of chapter 111,

SECTION 107. Said section 6% of chapter 118G of the General Laws, as so appearing, is
hereby further amended by striking out, in lines 50 and 51, the words “and (x) any witness

identified by the attorney general” and inserting in place thereof the following:—

(x) accountable care organizations from separate regions of the state; (xi) physician organizations
from at least 3 separate regions of the state; and (xii) any witness identified by the attorney

general.

SECTION 108. Section 6 % of chapter 118G of the General Laws, as so appearing, is hereby
amended by inserting after the word “technology”, in line 62, the following words:—and the

impact of price transparency on prices

SECTION 109. Said section 6%z of chapter 118G of the General Laws, as so appearing, is
hereby further amended by inserting, in line 69, after the word “practices” the following

words:— the impact of price transparency on prices,

SECTION 110. Section 6% of chapter 118G of the General Laws, as so appearing, is hereby

further amended by striking out, in lines 78 through 80, the third sentence of subsection (g).

SECTION 111. Said section 6% of chapter 118G of the General Laws, as so appearing, is

hereby further amended by adding at the end thereof the following paragraph:—
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As used in this section, “provider,” shall mean any person, corporation partnership,
governmental unit, state institution, accountable care organization, physician organization,
hospital system, or any other entity qualified under the laws of the commonwealth to perform or
provide health care services. Physicians in contracting units of not more than 9 physicians shall

not be subject to this section.

SECTION 112. Chapter 118G of the General Laws is hereby amended by striking out section
6A, as appearing in the 2010 Official Edition, and inserting in place thereof the following

section:-

Section 6A. (a) In fulfillment of its duties pursuant to clause (a) of the second paragraph of
section 2, the division shall collect and analyze such data as it deems necessary in order to better
protect the public’s interest in monitoring the financial conditions of acute hospitals. Such
information shall be analyzed on an industry-wide and hospital-specific basis and shall include,
but not be limited to: (1) gross and net patient service revenues; (2) sources of hospital revenue,
including revenue excluded from consideration in the establishment of hospital rates and charges
pursuant to section 12; (3) private sector charges; (4) trends in inpatient and outpatient case mix,
payor mix, hospital volume and length of stay; (5) total payroll as a percent of operating
expenses, as well as the salary and benefits of the top 10 highest compensated employees,
identified by position description and specialty; and (6) other relevant measures of financial

health or distress.

(b) The division shall publish annual reports and establish a continuing program of investigation
and study of financial trends in the acute hospital industry, including an analysis of systemic

instabilities or inefficiencies that contribute to financial distress in the acute hospital industry.
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Such reports shall include an identification and examination of hospitals that the division
considers to be in financial distress, including any hospitals at risk of closing or discontinuing
essential health services, as defined by the department of public health pursuant to section 51G

of chapter 111, as a result of financial distress.

(c) The division may modify uniform reporting requirements established pursuant to section 6
and may require hospitals to report required information quarterly to effectuate the purposes of

this section.

SECTION 113. Section 7 of chapter 118G of the General Laws, as so appearing, is hereby
amended by inserting after the words “executive office”, in line 1, the following words:—, in

consultation with the division,

SECTION 114. Section 11 of chapter 118G of the General Laws, as so appearing, is hereby
amended by striking out, in line 45, the words “finance and policy” and inserting in place thereof

the following words:—c ost and quality

SECTION 115. Section 11 of chapter 118G of the General Laws, as so appearing, is hereby

amended by adding the following subsection:—

(d) Notwithstanding any general or special law to the contrary, the executive office of health and
human services shall require Medicaid, any carrier or other entity which contracts with the office
of Medicaid to pay for or arrange for the purchase of health care services, the commonwealth
care health insurance program established under chapter 118H, any carrier or other entity which
contracts with the commonwealth care health insurance program to pay for or arrange for the
purchase of health care services, the group insurance commission established under chapter 32A,

and any other state sponsored or state managed plan providing health care benefits to reimburse
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any licensed hospital facility operating in the commonwealth that has been designated as a
critical access hospital pursuant to U.S.C. 1395i-4, in an amount equal to at least 101 per cent of
allowable costs under each such program, as determined by utilizing the Medicare cost-based
reimbursement methodology, for both inpatient and outpatient services provided to eligible

patients of such facility.

SECTION 116. Section 18B of chapter 118G of the General Laws, as so appearing, is hereby

repealed.

SECTION 117. Section 24 of chapter 118G of the General Laws, as so appearing, is hereby
amended by striking out, in line 7, the words “department of public health” and inserting in place

thereof the following words:— division

SECTION 118. Section 34 of chapter 118G of the General Laws, as so appearing, is hereby
amended by striking out, in line 29, the words “finance and policy” and inserting in place thereof

the following words:— cost and quality

SECTION 119. Section 35 of chapter 118G of the General Laws, as so appearing, is hereby
amended by striking out, in line 76, the words “finance and policy” and inserting in place thereof

the following words:— cost and quality

SECTION 120. Chapter 118G of the General Laws is hereby amended by striking out section
40, as appearing in the 2010 Official Edition, and inserting in place thereof the following

section:-

Section 40. (a) Acute hospitals and ambulatory surgical centers shall be assessed a one-time

surcharge to be paid to the division for the distressed hospital trust fund, created under section
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2GGGG of chapter 29 to be paid by July 1, 2013. The surcharge amount shall equal the product
of (i) the surcharge percentage and (ii) the assessment. The division shall calculate the surcharge
percentage by dividing the acute hospital’s patient service revenue by the total patient service
revenues of acute hospitals paying an assessment under this section. The assessment shall equal
the product of (i) the statewide medical spend in calendar year 2011 and (ii) 0.2 per cent. The
division shall determine the surcharge percentage for the one-time assessment by December 31,
2012. In the determination of the surcharge percentage, the division shall use the best data
available as determined by the division and may consider the effect on projected surcharge
payments of any modified or waived enforcement pursuant to subsection (g). The division shall
incorporate all adjustments, including, but not limited to, updates or corrections or final
settlement amounts, by prospective adjustment rather than by retrospective payments or
assessments. The division may waive the assessment for an acute hospital or ambulatory surgical
center, if it finds the hospital or ambulatory surgical center is unable to pay the assessment;
provided that if an acute hospital or ambulatory surgical is a part of a system, then the system as
a whole shall be financially reviewed. The division shall make a determination for waiver based
on the following factors: (A) cash and investments on hand, (B) total revenues, (C) total case and
investments, (D) total reserves,(E) total profits, margins or surplus, (F) earnings before interest,
depreciation and amortization, (G) administrative expense ratio, and (H) the compensation of
executive managers and board members;provided however, any hospital system with less than
$1,000,000,000 in total net assets and more than 50 per cent of revenues from public payers shall

be exempt from this section.

(b) Surcharge payors shall be assessed a one-time surcharge to be paid to the division for the

distressed hospital trust fund, created under section 2GGGG of chapter 29 by July 1, 2013. The
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surcharge amount shall equal the product of (i) the surcharge percentage and (ii) the assessment.
The division shall calculate the surcharge percentage by dividing the surcharge payor’s payments
for acute hospital services by the payment for acute hospital services by all surcharge payors.
The assessment shall equal the product of (i) the statewide medical spend in calendar year 2011
and (i) 0.2 per cent. The division shall determine the surcharge percentage for the one-time
assessment by December 31, 2012. In the determination of the surcharge percentage, the division
shall use the best data available as determined by the division and may consider the effect on
projected surcharge payments of any modified or waived enforcement pursuant to subsection (g).
The division shall incorporate all adjustments, including, but not limited to, updates or
corrections or final settlement amounts, by prospective adjustment rather than by retrospective
payments or assessments. The division may waive the assessment for a payor, if it finds the
payor is unable to pay. The division shall take into account the following factors when
determining if a payor is able to pay: (A) total revenues, (B) total premium receipts, (C) total
reserves, (D) total profits, margins or surplus, (E) medical loss ratio and administrative expense

ratio, and (F) the compensation of the executive managers and board members.

(c) The division shall specify by regulation appropriate mechanisms that provide for
determination and payment of an acute hospital, an ambulatory surgical center, or a surcharge
payor’s liability, including requirements for data to be submitted by acute hospitals, ambulatory

surgical centers, and surcharge payors.

(d) A hospital’s liability to the fund shall in the case of a transfer of ownership be assumed by

the successor in interest to the hospital.
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(e) An ambulatory surgical center’s liability to the fund shall in the case of a transfer of

ownership be assumed by the successor in interest to the ambulatory surgical center.

(f) A surcharge payor’s liability to the fund shall in the case of a transfer of ownership be

assumed by the successor in interest to the surcharge payor.

(9) The division shall establish by regulation an appropriate mechanism for enforcing an acute
hospital or surcharge payor’s liability to the fund if an acute hospital or surcharge payor does not
make a scheduled payment to the fund; provided, however, that the division may, for the purpose
of administrative simplicity, establish threshold liability amounts below which enforcement may
be modified or waived. Such enforcement mechanism may include assessment of interest on the
unpaid liability at a rate not to exceed an annual percentage rate of 18 per cent and late fees or
penalties at a rate not to exceed 5 per cent per month. Such enforcement mechanism may also
include notification to the office of Medicaid requiring an offset of payments on the claims of the
acute hospital or surcharge payor, any entity under common ownership or any successor in
interest to the acute hospital or surcharge payor, from the office of Medicaid in the amount of
payment owed to the fund including any interest and penalties, and to transfer the withheld funds
into said fund. If the office of Medicaid offsets claims payments as ordered by the division, the
office of Medicaid shall be considered not to be in breach of contract or any other obligation for
payment of non-contracted services, and an acute hospital or surcharge payor whose payment is
offset under an order of the division shall serve all Title XIX recipients under the contract then in
effect with the executive office of health and human services. In no event shall the division direct
the office of Medicaid to offset claims unless the acute hospital or surcharge payor has

maintained an outstanding liability to the fund for a period longer than 45 days and has received
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proper notice that the division intends to initiate enforcement actions under regulations

promulgated by the division.

(h) If an acute hospital or surcharge payor fails to file any data, statistics or schedules or other
information required under this chapter or by any regulation promulgated by the division, the
division shall provide written notice to the acute hospital or surcharge payor. If an acute hospital
or surcharge payor fails to provide required information within 14 days after the receipt of
written notice, or falsifies the same, he shall be subject to a civil penalty of not more than $5,000
for each day on which the violation occurs or continues, which penalty may be assessed in an
action brought on behalf of the commonwealth in any court of competent jurisdiction. The
attorney general shall bring any appropriate action, including injunctive relief, necessary for the

enforcement of this chapter.

(i) Acute hospitals shall not seek an increase in rates to pay for this assessment.

(1) Ambulatory surgical centers shall not seek an increase in rates to pay for this assessment

(k) Surcharge payors shall not seek an increase in premiums to pay for this assessment.

SECTION 121. Chapter 118G of the General Laws, as so appearing, is hereby further amended

by inserting after section 41 the following 29 sections:—

Section 42. The division shall:

(a) promote the reform of the health care delivery and payment system by state and private

entities in the commonwealth;

(b) encourage the establishment of alternative payment methodologies, ACOs and patient

centered medical homes and to ensure consistency and efficacy in the establishment and use of
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quality measures throughout the commonwealth to promote patient-centered, timely, safe, high

quality care for individuals in the commonwealth;

(c) issue administrative bulletins and various other forms of official guidance that are necessary

to effectuate the purposes of this chapter; and

(d) waive any of its requirements to permit and support innovative demonstrations or pilot
programs; provided that such waivers may only be renewed if material savings or improvements

in the delivery and quality of care can be documented, to the satisfaction of the division.

Section 43. (a) Commencing no later than January 1, 2014, the group insurance commission, the
commonwealth health insurance connector authority, the office of Medicaid and any other state
funded insurance program shall implement alternative payment methodologies for their

respective covered lives and programs thereunder.

(b) The executive office of health and human services shall seek a federal waiver of statutory
provisions necessary to permit Medicare to participate in such alternative payment
methodologies and use integrated care organizations, ACOs, and patient cenetered medical
homes. Upon obtaining federal approval for Medicare participation, such participation shall be
commenced and continued and the executive office shall seek extensions or additional approvals,
as necessary. If federal approval cannot be obtained, or is revoked, then the requirements of this
chapter and chapter 118J shall be conformed to federal standards for accountable care, sharved
savings, bundled payments, or alternative payment arrangements, to the greatest extent

practicable.

(c) Commencing no later than January 1, 2015, private health plans shall implement alternative

payment methodologies. Private health plans may seek a waiver from the division in order to use
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a different innovative system; provided, however, that the health plan seeking the waiver must
demonstrate to the satisfaction of the division that any such system will provide the same level of
incentives, risk sharing and cost-savings as the alternative payment methodologies defined in

regulations of the division.

(d) Any alternative payment methodology shall include a risk adjustment based on health status.
The division shall create standards for the calculation of risk adjustments and update those
standards on an annual basis. In establishing risk adjustment standards, the division may take

into account functional status, socioeconomic or cultural factors.

Section 44. Providers and payers who have not implemented compliant alternative payment
methodologies by the date required in section 43, and who have not obtained a waiver under the
provisions of subsection (c) of section 43, shall be subject to a penalty of $1 per member per
month for the period of time during which such provider or payer is not in compliance. The

division shall assess and collect the penalties as provided in this section.

Section 45. (a) By January 1, 2014, the division, in consultation with the office of Medicaid,
shall develop and implement standards of certification for patient-centered medical homes. In
developing these standards, the division shall consider existing standards by the National
Committee for Quality Assurance or other independent accrediting and medical home
organizations. The standards developed by the division shall include, but not limited to, the

following criteria:

(1) Enhance access to routine care, urgent care and clinical advice though means such as

implementing shared appointments, open scheduling and after-hours care.
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(2) Enable and encourage utilization of a range of qualified health care professionals, including
dedicated care coordinators, which may include, but not be limited to, nurse practitioners,
physician assistants and social workers, in a manner that enables providers to practice to the

fullest extent of their license; and

(3) Encourage the use of scientifically based health care, shared decision-making aids that
provide patients with information about treatment options and their associated benefits, risks,
costs, and comparative outcomes, and other clinical decision support tools, including, but not

limited to, decision aids on long-term care and supports and palliative care.

In developing these standards, the division shall consult with national and local organizations
working on medical home models, relevant state agencies, health plans, physicians, nurse
practitioners, behavioral health providers, hospitals, social workers, other health care providers
and consumers. Furthermore, the division shall consult with the department of public health to

maximize opportunities for administrative simplification and regulatory consistency.

(b) Nothing in this section should be construed as prohibiting a primary care provider, behavioral
health provider, or specialty care provider from being certified as a patient-centered medical

home, provided that such providers meet the standards set by the division in accordance with this
section or are recognized by the National Committee for Quality Assurance as a patient-centered

medical home.

(c) Certification as a patient-centered me